Background. Colorectal cancer screenings are underused in HIV-infected patients, but reasons for underuse have not been examined. Methods. Using a standardized questionnaire, HIV-infected patients aged 50 years were asked if they had a colorectal cancer screening and what factors influenced their decisions. Results. Among 55 patients (53 [96%] male; mean age 57 years [range: 51-71]); 35 (64%) ever received colorectal cancer screenings, 2 (4%) were scheduled for screening, 16 (29%) had never been screened, and 2 (4%) provided unusable results. Patients screened were more likely to remember discussing colorectal cancer (P < .01) and colorectal cancer screenings (P < .01) with a medical practitioner. Conclusions. In this population of HIV-infected patients >50 year olds, a significant minority of patients did not undergo the colorectal cancer screening. Discussions about the colorectal cancer screenings and colorectal cancer risk appear to have a significant impact on a patient's decision to be screened.
Introduction
As the HIV population in the developed world ages, general health maintenance issues that previously might have been overlooked among HIV-infected patients are now of greater concern. Colorectal cancer (CRC) has been identified as the third most common non-AIDS-related cause of death among HIV-infected individuals 1 and, while data in the literature vary, some research suggests that HIV infection may be linked to higher rates and more aggressive progression of CRC. 2, 3 The American Cancer Society lists CRC as one of the most preventable forms of cancer due to slow tumor growth and effective screening techniques, 4 yet the CRC screenings have been shown to be underused among HIVinfected patients. 5 Specific reasons for underuse have previously not been examined.
Methods
Between July and August 2007, patients aged 50 years who received care at a single urban HIV specialty private practice were interviewed in person or over the telephone to determine history of CRC screening, reasons for or against having received a screening, and attitudes about HIV infection and care received. A standard background questionnaire was administered to all participants, asking the specialty of the primary care provider, number of visits to the primary care provider in the last 1 and 2 years, recalled discussions about CRC and CRC screenings with any medical practitioner, and scheduled or recalled history of the CRC screenings. Patients were then administered separate but similar questionnaires depending on whether they recalled receiving the CRC screenings.
General questions administered to both screened and unscreened patients included recalling discussions about the CRC/CRC screenings with family and/or friends, worry about HIV/AIDS, trust of the medical establishment, and feeling healthier when on antiretroviral (ARV) medications. For patients who had been screened, questions included what screening procedure had been used, the approximate age at first screening, reasons for the first and subsequent screenings, whether the CRC screenings were up-to-date, and how frequently a follow-up screening would be needed. For patients who had not been screened, questions included what specific factors had prevented screening, concern about developing CRC in the next 10 years, and knowledge about insurance coverage of CRC screenings and location of screening facilities.
Patients were considered to have been screened and up-to-date with screenings, according to US Centers for Disease Control and Prevention (CDC) guidelines, if they responded that they had received: colonoscopy in the last 10 years, flexible sigmoidoscopy in the last 5 years, barium enema in the last 5 years, or fecal occult blood test in the last year. 6 Other specialized tests, such as magnetic resonance imaging, would have been considered on a case-bycase basis, but none were reported. Digital rectal examination not performed in conjunction with another form of screening was not included as a screening method in this study.
Analysis was performed using Pearson's 2 test, and all P values are double sided. Analyses were performed using SPSS 13.0.
Results
Of the patients interviewed, 53 (51 [96%] men) provided usable results. Average age was 57 (range: 51-71) and average reported age at time of first screening was 54 (range: 45-64). Thirty-five (66%) patients had received a CRC screening and 30 reported being up-to-date with screenings (86% of screened). Determinants associated with higher likelihood of the CRC screening included 4 or more visits to the primary care provider in the last year (P < .01) or 7 or more visits in the last 2 years (P < .01), as were recalling discussions about CRC (P < .01) and CRC screenings (P < .01) with a medical practitioner. Patients who listed their HIV care provider as their primary care provider were not, however, significantly more likely to have been screened than patients whose primary care provider was not an HIV care provider. Two patients reported specific HIV-related factors that influenced their decision to receive a screening; one cited a fear of increased CRC risk due to HIV infection as a reason to be screened while the other cited questions about the interaction between dietary restrictions of the patient's ARV regimen with the fasting required for a screening as a reason not to be screened. Of patients screened, 4 cited discussions with their HIV doctor as a reason for being screened. Reasons for not having received a screening are listed in Figure 1 .
Our study had several limitations, including a small sample size, data based on self-report, 7,8 the large predominance of men in the study population, and the 1-site setting from which participants were drawn (an urban, private practice infectious disease clinic). These limitations may hinder our ability to draw quantitative conclusions from the data and may be related to the comparatively high rate of screening in the study population, estimated to be Colonoscopy in HIV-Infected Patients / Young, Campbell 287 at 62.9% for people of average risk in the United States. 9 In spite of these limitations, however, our data reaffirm the link between preventive counseling and screening rates that have previously been established in non-HIV-specific studies. 10, 11 Our study recorded the number of patients who remembered discussing CRC and/or screenings with a care provider rather than the number of patients who had actually discussed CRC and/or screening, as this data would have been difficult if not impossible to obtain. Measuring recalled discussions, however, may be a more significant measure of the effectiveness of these discussions because patients would be more likely to act upon discussions they remembered.
Of the reasons given for not receiving a CRC screening (Figure 1 ), many could have been avoided through better education about CRC and screening procedures, indirectly emphasizing the positive impact of discussions about CRC and screening.
Additionally, a high frequency of primary care provider visits is positively correlated with screening rates, although this result may be due to a variety of factors not limited to increased opportunities for CRC/screening discussions. For example, a high frequency of primary care provider visits could reflect health problems that required the CRC screenings. Although patients who visited HIV-specialty primary care providers were no less likely to be screened than patients who reported a non-HIV-specialty primary care provider, patients with an HIV-specialty primary care provider were less likely to be up-to-date with their screenings or to know when to return for a follow-up screening, although these differences were not significant.
Although the majority of screened patients were up-to-date with screenings, among the subset of 8 screened patients who had received screenings because of emergencies or gastrointestinal problems, only 3 knew when to return for a follow-up screening. Many of the specific gastrointestinal problems listed, such as severe diarrhea, might have been caused by side effects to HIV medications.
In conclusion, specific HIV-related factors were both barriers and incentives to receiving a screening. As the HIV population ages and HIV doctors increasingly take on the role of primary care providers, it is important that HIV care providers discuss CRC with patients and that they be aware of how HIV-related issues, such as the dietary restrictions of some ARVs, can pose barriers to screenings.
